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Epidemiology of Measles — United States, 1998 


During 1998, a provisional total of 100 confirmed measles cases was reported to 
CDC by state and local health departments, representing a record low number of 
cases and 28% fewer than the 138 cases reported in 1997 (7). This report describes the 
epidemiology of measles during 1998, which suggests that measles is no longer an 
indigenous disease in the United States. 


Case Classification 


Measles cases among persons who were infected outside the United States are 
classified as internationally imported cases. Cases among persons who were infected 
in the United States are classified as indigenous measles cases. Indigenous cases are 
subclassified into three groups: cases epidemiologically (epi)-linked to importation (a 
chain of transmission caused by an internationally imported case); imported virus 
cases (a chain of transmission from which an imported measles virus strain was iso- 
lated but a link to an internationally imported case was not identified) (2); and not 
importation-associated cases (no epidemiologic or virologic association to importa- 
tion was detected). Internationally imported cases, cases epi-linked to importation, 
and imported virus cases are all considered importation-associated cases. 

Of the 100 cases reported, 26 were internationally imported, and 74 were indige- 
nous. Of the 74 indigenous cases, 45 were importation-associated, and 29 were 
not importation-associated. The proportion of cases not associated with importa- 
tion has declined from 85% in 1995, 72% in 1996, 41% in 1997, to 29% in 1998. The 45 
importation-associated indigenous cases included 13 epi-linked cases and 32 im- 
ported virus cases. 

All 32 imported virus cases occurred in an outbreak in Alaska, which started 4 
weeks after an imported case of measles was diagnosed in a visitor from Japan. Mea- 
sles virus isolated from cases in this outbreak was nearly identical to virus circulating 
in Japan, although no virus was cultured from the imported case and no 
epidemiologic link between the imported case and the outbreak was detected (3). In 
addition to the strain isolated from the Alaska outbreak, viral genomic sequencing of 
specimens from epi-linked cases allowed genotype classification of measles virus 
strains from six chains of transmission epidemiologically linked to internationally im- 
ported cases. Virus strains isolated from cases in New York, Vermont, California, Mas- 
sachusetts, and Washington matched viral genotypes from Germany, Cyprus, Japan, 
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China, and Croatia, respectively. Measles virus was isolated from the Indiana outbreak 
but genotype information was unavailable from Zimbabwe, the source country of the 
imported case. 


internationally Imported Measles Cases 

The 26 internationally imported cases reported in 1998 represent the lowest num- 
ber of imported cases since the recording of importation status began in 1983. Im- 
ported cases from the Americas remained at very low levels, and imported cases from 
Europe and Asia declined compared with the previous 4 years (Figure 1). India, Japan, 
Kenya, Pakistan, and Saudi Arabia each were the source of two imported cases. One 
importation was reported from each of the other countries. Of 26 imported cases, 14 
occurred among international visitors and 12 occurred among U.S. residents exposed 
to measles while traveling abroad. 


Geographic Distribution 

During 1998, 28 states and the District of Columbia reported no confirmed measles 
cases, compared with 21 states in 1997. Eight states accounted for 82% of cases: 
Alaska (33 cases), Arizona (11), Michigan (10), California (nine), New Jersey (eight), 
New York (four), Pennsylvania (four), and Indiana (three). In the remaining 14 states, 
two or fewer cases were reported. Eight states reported indigenous measles cases not 
associated with importation 


FIGURE 1. Measles cases, by source of importation and year — United States, 
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Temporal Patterns of Transmission 

The median number of cases per week was one (range: 0-11). During 35 weeks, all 
reported measles cases were importation-associated, including 21 consecutive weeks 
(weeks 25-45) (Figure 2). Half of the indigenous cases that were not importation- 
associated occurred in two outbreaks: in New Jersey (weeks 13-16) and in Michigan 
(weeks 20-23). 


Age and Vaccination Status 

The age distribution and vaccination status of U.S. residents with measles differed 
from those of international visitors. Most U.S. residents with measles had been vacci- 
nated with one or more doses of measles vaccine (53%), and 86% of international 
visitors with measles were unvaccinated. 


Outbreaks 

Six measles outbreaks* were reported in 1998, the fewest ever reported to CDC. 
Outbreaks occurred in Alaska (33 cases), Arizona (11), Michigan (nine), New Jersey 
(six), Indiana (three), and ?ennsylvania (three). The 65 measles cases reported from 
these outbreaks represented 65% of all cases reported during 1998. The ages of per- 
sons with outbreak-associated cases ranged from 5 months to 44 years (median: 15 
years). 

The largest measles outbreak reported since 1996 occurred in a high school in An- 
chorage, Alaska; 30 of the 33 cases had received one dose of measles vaccine. A 4- 
year-old unvaccinated Japanese child visiting Anchorage had measles diagnosed 4 
weeks before the other cases in the outbreak. No epi-link was reported between this 


*Three or more cases in a single chain of transmission 


FIGURE 2. Measles cases, by importation status and week of rash onset — United 
States, 1998 
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case and subsequent cases. However, the genotype of viral RNA collected from out- 
break cases was nearly identical to virus circulating in Japan. The interval from the 
onset of rash in the imported case to the end of the outbreak was 15 weeks (August 10 
to November 19, the longest interval of transmission in 1998). As a result of the out- 
break, the Alaskan Health Department now requires two doses of measles vaccine for 
all students in grades K-12 (3). Three outbreaks (Arizona, Indiana, and Pennsylvania) 
were epi-linked to an imported measles case, and two outbreaks (Michigan and New 
Jersey) were not importation-associated. 

Reported by: State and local health depts. Measles Virus Section, Respiratory and Enteric 
Viruses Br, Div of Viral and Rickettsial Diseases, National Center for Infectious Diseases; Measles 
Elimination Activity, Child Vaccine Preventable Diseases Br, Epidemiology and Surveillance Div, 
National Immunization Program; and an EIS Officer, CDC. 

Editorial Note: Analysis of epidemiologic data for 1998 suggests measles is no longer 
an indigenous disease in the United States. Most cases reported in 1998 were associ- 
ated with importation, including the short chains of indigenous transmission of mea- 
sles that occurred following international importation of measles 

Cases not associated with importation were insufficient to represent a continuous 
indigenous chain of measles transmission and probably were misclassifications (not 
measles), associated with undetected imported measles cases, or linked to known im 
ported cases through chains of transmission not detected by the surveillance system. 
Misclassifications resulting from false-positive laboratory tests are an expected result 
of intensive investigation for a rare disease using a laboratory test that is not 100% 
specific 

Some cases may spread from undetected imported cases of measles. Detecting 
imported cases is difficult. International visitors with measles may leave the country 
before the rash appears or before they seek medical care. Even when the imported 
case is detected, it is difficult to detect every case in the chain of transmission, as was 
seen in the outbreak in Alaska. This highlights the need to obtain viral specimens from 
every chain of transmission to supplement epidemiologic information. 

The largest outbreak in 1998 occurred in a high school without a second dose mea 
sles vaccine requirement (3). As of the 1998-99 school year, 55% of U.S. students 
were required by their states to have two doses of measles vaccine (CDC, unpublished 
data, 1998). Vaccination of all students with two doses of measles vaccine by 2001, as 
recommended by the American Academy of Pediatrics (4) and CDC’s Advisory Com 
mittee on Immunization Practices (5 ), will reduce future school outbreaks. Completion 
of this strategy should further decrease the risk for indigenous transmission of mea- 
sles following importation of the measles virus. 

The United States appears to have eliminated measles as an indigenous disease. 
High measles vaccination coverage and strong surveillance remain critical to prevent 
ing international imported measles cases from causing a resurgence of measles in the 
United States. 
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Water Fluoridation and Costs of Medicaid Treatment for Dental Decay — 
Louisiana, 1995-1996 


Treatment costs for dental decay in young children can be substantial, especially if 
extensive dental procedures and general anesthesia in a hospital operating room (OR) 
are needed. Because caries in the primary dentition disproportionately affect children 
from low-income households ( 1,2), the cost for care frequently is reimbursed by state 
Medicaid programs. To determine whether the average treatment cost for Medicaid- 
eligible children in Louisiana differed by community fluoridation status, the Louisiana 
Department of Health and Hospitals (.DHH) and CDC analyzed Medicaid dental reim- 
bursements and Medicaid eligibility records from July 1995 through June 1996 for 
children aged 1-5 years. Findings suggest that Medicaid-eligible children in communi- 
ties without fluoridated water were three times more likely than Medicaid-eligible chil- 
dren in communities with fluoridated water to receive dental treatment in a hospital 
OR, and the cost of dental treatment per eligible child was approximately twice as 
high. 

The Louisiana Bureau of Health Financing provided data on Medicaid dental reim- 
bursements and Medicaid eligibility from July 1995 through June 1996 for children 
aged 1-5 years and the number of dentists practicing in each parish (county) in 1995. 
Demographic data for each parish were obtained from the Bureau of the Census (3). 
The proportion of the population that received optimally fluoridated water in each 
parish was estimated based on CDC’s 1992 fluoridation census (4) and a study by 
LDHH (LDHH, unpublished data, 1996). A parish was designated as optimally fluori- 
dated (F) if 100% of its population received fluoridated water (optimal level: >0.7 ppm) 
in both 1992 and 1996, and nonfluoridated (NF) if 0% received fluoridated water in 
both years. Of 64 parishes, five F parishes with 38,162 Medicaid-eligible preschoolers 
and 14 NF parishes with 16,444 Medicaid-eligible preschoolers were included in this 
analysis. All analyses were conducted at the parish level. 

For each F and NF parish, the percentage of Medicaid-eligible children aged 
1-5 years who, during the study period, received one or more of the following types 
of services was calculated: 1) caries-related services (e.g., fillings, crowns, and pulpo- 
tomies); 2) examinations or preventive care (topical fluoride or prophylaxis) but no 
caries-related services; 3) topical fluoride application (with or without caries-related 
care); and 4) dental care in a hospital OR. The mean value for each of these measures 
was calculated for F and NF parishes for each of the five ages. 

Medicaid reimbursements for dental procedures likely to be associated with treat- 
ment for dental caries were totaled for each parish for each age group. If dental care 
was provided in a hospital, a payment of $650 (based on estimates from the Louisiana 
Bureau of Health Financing) was added for OR use and general anesthesia. The aver- 
age caries-related cost per Medicaid-eligible child in each parish was obtained by di- 
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viding parish Medicaid reimbursements by the number of Medicaid-eligible children 
in the parish in each age group. 

For each age group, linear regression was used to examine the association be 
tween parish average caries-related cost per Medicaid-eligible child and fluoridation 
status of the parish. In addition to fluoridation status, per capita income, population 
and dentists per 1000 residents were included in the model as dichotomous variables. 
Independent variables that added no explanatory power were eliminated through 
backward elimination to obtain the reduced model (5). 

Children residing in F parishes were slightly more likely to have received only ex- 
aminations or preventive services (Table 1). The proportions of children who received 
topical fluoride were similar, with younger children in F and older children in NF 
slightly more likely to have received the procedure. For all age groups, the percentage 
of Medicaid-eligible children who received one or more caries-related procedures was 
higher in NF parishes. 

The difference in treatment costs per Medicaid-eligible child residing in F parishes 
compared with those residing in NF parishes ranged from $14.68 for 1-year-olds to 
$58.91 for 3-year-olds (Table 2); at all ages, costs were higher in NF than in F parishes. 
Louisiana Medicaid-eligible children were distributed uniformly by age; the mean dif 
ference in treatment costs per eligible preschooler was $36.28 (95% confidence inter 
val=$9.69-$62.87). 

Reported by: R Barsley, DDS, Louisiana State Univ, New Orleans; J Sutherland, DDS, 
L McFarland, DrPH, State Epidemiologist, Office of Public Health, Louisiana Dept Public Health 
and Hospitals. Surveillance, Investigations, and Research Br, Div of Oral Health, National Center 
for Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: In this analysis of Medicaid claims, more Medicaid-eligible children in 
NF parishes received caries-related dental treatment and OR-based care at greater 
cost than did Medicaid-eligible children in F parishes. In 1998, 1.3 million Louisianans 
received nonfluoridated water from public water systems that served approximately 
10,000 customers (S. Hoffman, Office of Public Health Engineering Services, personal 
communication, 1999), and 3% of the state population were Medicaid-eligible children 
aged 1-5 years (3). These data suggest that at least 39,000 preschoolers in Louisiana 
could potentially benefit from water fluoridation; the expected annual reduction in 
their dental treatment costs is $1.4 million. 

The findings in this report are subject to at least four limitations. First, although the 
analysis showed an association between lower caries-related costs and residence in 
one of the five F parishes, the analysis did not measure the length or magnitude of the 
children’s exposure to fluoride. Some children classified as residing in NF parishes 
once may have resided in F parishes and vice versa. It also did not verify that the water 
systems serving the five F parishes maintained fluoride concentration at the optimal 
level. However, misclassification of exposure status would be more likely to reduce 
the observed effect of fluoridation. Second, if access to dental care were better in NF 
than in F parishes, children with decay who resided in F parishes would be less likely 
to seek restorative care, resulting in an underestimate of treatment costs in F parishes 
and an overstatement of water fluoridation’s benefits. The observed rates for preven- 
tive care in F and NF parishes suggest similar rather than differential access. Further- 
more, this analysis controlled for differences in access to dental care. Third, the 
difference in treatment costs attributable to water fluoridation would be overstated if 
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TABLE 2. Results of multivariate regression* analysis: adjusted R2 and estimated 
treatment cost savings associated with water fluoridation for Medicaid-eligible 
children aged 1-5 years residing in fluoridated and nonfluoridated parishes, by age — 
Louisiana, July 1995—June 1996 





Estimated treatment 
cost savings 
associated with water 
Age (yrs) Adjusted R2 fluoridation (95% CI$) 


1 0.59 $14.68 $ 5.58-$23.77 

2 0.27 $40.17 $ 9.81-$70.53 

3 0.42 $58.91 $19.45-$98.37 

4 0.47 $36.08 $11.81-$60.35 

5 0.18 $31.55 $ 1.79-$61.31 

All age groups’ $36.28 $ 9.69-$62.87 

*Controlling for the parish variables of per capita income, population, and number of dentists 
per 1000 population 

‘Assumes children are distributed uniformly by age 

5 Confidence interval 








children in F parishes had more exposure to other sources of fluoride (e.g., toothpaste 
or topical application in a dental office). Although fluoride toothpaste use could not be 
determined, toothpastes containing fluoride accounted for >94% of the market in 1984 
(6). Different uses of topical applications was probably not a substantial factor be- 


cause children in F and NF parishes received topical fluoride in the dental office at 
similar rates. Finally, lower treatment costs associated with water fluoridation should 
not be generalized to preschoolers from high- and middle-income families because of 
their lower prevalence of dental caries in primary teeth (7,2). 

The lower treatment costs associated with residence in F parishes is a conservative 
estimate of benefits because the analysis did not consider benefits that accrue to 
populations other than Medicaid-eligible preschoolers. For this group, however, treat- 
ment cost savings associated with fluoridating the 39 NF water systems that serve 
populations of >10,000 could be substantial. 

In 1996, approximately 50% of Louisiana’s population using public water supplies 
received fluoridated water, a percentage well below the 2000 objective of 75% (objec- 
tive 13.9) (7). The 1996 assessment of community water fluoridation in Louisiana also 
found that of 73 water systems adjusting fluoride content in 1986, only 45 were still 
doing so in 1996 (8). This decline prompted passage of state legislation in 1997 that 1) 
established a water fluoridation program within LDHH; 2) encouraged fluoridation of 
public water systems serving at least 5000 households (because the average number 
of persons per U.S. household in 1996 was 2.66, this equals approximately 13,000 
persons [3 ]); and 3) created a Fluoride Advisory Board to assist in locating public and 
private funding to cover the costs of initiating water fluoridation in these locations. In 
addition, LDHH is planning an early intervention program to ensure that infants and 
toddlers at high risk for early childhood caries are screened and referred for clinical 
preventive services (e.g., topical fluoride application), prompt treatment of incipient 
disease, and education of the parent or caregiver. 
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Congenital Syphilis —- United States, 1998 


Congenital syphilis (CS) occurs when the spirochete Treponema pallidum is trans- 
mitted from a pregnant woman with syphilis to her fetus. A multiorgan infection, CS 
may result in a neurologic or musculoskeletal handicap or death in the fetus when not 
properly treated. Trends in CS rates in women of childbearing age follow by approxi- 
mately 1 year the rates of primary and secondary syphilis (7). The last national syphi- 
lis epidemic, which was followed by a CS epidemic, occurred during the late 1980s 
and early 1990s. The syphilis rate began to decline in 1991 (2); the CS rate began to 
decline in 1992 (7). To evaluate CS epidemiology since this decline, CDC analyzed 
1998 CS notifiable disease data and assessed rate changes during 1992-1998. This 
report summarizes the results, which indicate that the CS rate declined 78.2% from 
1992 to 1998, and that rates remained disproportionately high in the southeastern 
United States and among minority racial/ethnic populations. 

CS surveillance data were reported to CDC from the 50 states and District of Colum- 
bia. For the purpose of public health surveillance, CS is defined as 1) infants manifest- 
ing typical signs of CS or in whom T. pallidum is identified from lesions, placenta, 
umbilical cord, or autopsy specimens; 2) infants whose mothers have a syphilitic le- 
sion at delivery; 3) infants born to women with untreated or inadequately treated 
syphilis before or during pregnancy, and to women whose serologic response to peni- 
cillin therapy was not documented, and either a) no examination of the infant was 
performed radiographically and by cerebrospinal fluid (CSF), or b) one or more radi- 
ologic or CSF tests were consistent with CS.* CS rates per 100,000 live births were 
determined from state natality data." 


*Congenital Syphilis Case Investigation and Report Form 73.126. 
From the National Center for Health Statistics, Vital Statistics: Natality Tapes 1989-1996. 
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In 1998, 801 CS cases were reported for a rate of 20.6 per 100,000 live births (Figure 
1). The median state-specific rate of CS was substantially higher in the South (23.0) 
compared with a median of zero in the Midwest, Northeast, and West®. Forty-seven 
states reported rates below the 2000 goal of 40 per 100,000 (objective 19.4) (3) (Table 
1); 22 states reported no cases. 

Persons of minority race/ethnicity accounted for the highest rates of CS in 1998. 
Blacks had the highest rate (87.0), followed by Hispanics (27.9), American 
Iindians/Alaska Natives (14.0), Asians/Pacific Islanders (4.9), and non-Hispanic whites 
(2.9). For 16 persons, race was unknown or categorized “other.” CS rates declined for 
all racial and ethnic groups during 1992-1998 following the decline in primary and 
secondary syphilis (Figure 1). Asians/Pacific Islanders (82.4%) had the largest percent- 
age decline, followed by blacks (79.5%), Hispanics (78.5%), whites (56.9%), and Ameri 
can Indians/Alaska Natives (11.9%). 

In 1998, 73.4% of mothers of infants with CS were aged 20-34 years (median: 27 
years). The CS rate was highest for women aged 45-49 years (65.7) and lowest for 


> Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Penn 
sylvania, Rhode Island, and Vermont; Midwestz=lilinois, Indiana, lowa, Kansas, Michigan, Min 
nesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; South= 
Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, 
Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia 
and West Virginia; and West=Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, 
Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming 


FIGURE 1. Congenital syphilis*, primary and secondary syphilis rates', by year — 
United States, 1992-1998 
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TABLE 1. Congenital syphilis cases and rates,* by mother’s state of residence — United 
States, 1998 





State Rate State Cases Rate 


Alabama 14.9 Montana 0 
Alaska Nebraska 0 
Arizona Nevada 0 
Arkansas New Hampshire 0 
California New Jersey 86 
Colorado New Mexico 0 
Connecticut New York 56 
Delaware North Carolina 24 
District of Columbia North Dakota 0 
Florida Ohio 4 
Georgia Oklahoma 15 
Hawaii Oregon 0 
Idaho Pennsylvania 

Illinois Rhode Island 

Indiana South Carolina 

lowa South Dakota 

Kansas Tennessee 

Kentucky Texas 

Louisiana Utah 

Maine Vermont 

Maryland Virginia 

Massachusetts Washington 

Michigan West Virginia 

Minnesota Wisconsin 

Mississippi Wyoming 

Missouri 
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women aged 10-14 years (17.9) (age was unknown for two persons). Women aged 
35-49 years had a slightly higner rate (23.2) than women aged 10-34 years (20.2). 

Of the 801 reported cases, 651 (81.3%) occurred because the mother received no 
penicillin treatment or inadequate treatment before or during pregnancy; in 233 
(35.8%) of these cases, the mother received no prenatal care. Infants of mothers who 
had an unknown or equivocal response to therapy accounted for 91 (11.4%) of all 
cases; in 30 of these cases, the infant was evaluated and found to have evidence of CS 
radiographically or by examination of CSF. The remaining 59 (7.4%) infants were re- 
ported to have CS because of inappropriate serologic response to therapy in the 
mother (4), evidence of treatment failure or reinfection, or other reasons. Of the re- 
ported 801 infants, 748 (93.4%) were live born, 45 (5.6%) were stillborn; eight (1.0%) of 
those born alive were reported to have died, six within the first 2 days of life. 
Reported by: State and local health depts. Div of Sexually Transmitted Diseases Prevention, 
National Center for HIV, STD, and TB Prevention, CDC. 

Editorial Note: In 1998, CS rates continued a downward trend parallel to the decreased 
rates for primary and secondary syphilis. Although the South leads other regions in 
CS reports, the median state-specific rate in this region declined 68.6% since 1992. 
Historically, the South has had the highest syphilis and CS rates. Factors associated 
with syphilis include inadequate access to sexually transmitted disease (STD) clinics 
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and STD outreach activities, poor interagency coordination, lack of employment op- 
portunities, and discomfort with discussing STDs (5). 

Racial/ethnic minorities continue to be affected disproportionally by CS. No bio- 
logic association exists between race and the risk for delivering an infant with CS; race 
serves as a marker for other factors, such as poverty and access to health care, in 
communities with high syphilis rates (5-7 ). Individual factors, such as illicit drug use 
and the wantedness of pregnancy, also influence the chances of a mother delivering 
an infant with CS. 

The findings in this report are subject to at least three limitations. First, the analysis 
includes inconsistent application of the case definition in some areas. Second, mater- 
nal treatment history and infant laboratory data reporting were incomplete at times. 
Third, the case report form does not include questions about important risk informa- 
tion (e.g., drug use, health insurance, and wantedness of pregnancy), although studies 
that have collected these data have suggested their importance (8,9 ). 

CS surveillance is complicated by difficulty in establishing the diagnosis. Most in- 
fants born with CS have no signs of the disease at birth. If untreated, symptoms may 
begin within 3 months after birth and may include anemia, skin rash, hepa- 
tosplenomegaly, and nasal discharge. CS is almost entirely preventable with early pre- 
natal screening and treatment (9). The primary reason that infants were born with CS 
in 1998 is because mothers with syphilis during pregnancy either received no prenatal 
care, syphilis serologic testing was performed too late in pregnancy, or mothers were 
tested but received late or no follow-up. 

Community-based organizations, maternal- and child-health programs, and sub- 
stance abuse agencies can assist in preventing CS by collaborating with health-care 
providers to encourage pregnant women to obtain prenatal care the first trimester. 
Health-care providers who perform pregnancy testing where syphilis rates are high 
also should perform the rapid plasma reagin card test on-site when a woman has a 
positive pregnancy test and again the third trimester so that results and treatment can 
be provided immediately. Health-care providers should treat a pregnant woman with 
syphilis as a medical emergency. Data reported in this study indicate the need to train 
prenatal health-care providers in recognizing, treating, and preventing CS, and the 
need to address social problems associated with syphilis as part of the renewed ef- 
forts toward its elimination in the United States (70) 
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Public Health Dispatch 


Multiple Human Exposures to a Rabid Bear Cub 
at a Petting Zoo and Barnwarming — lowa, August 1999 


On August 27, 1999, a black bear cub, approximately 5-6 months old, died after 
several hours of acute central nervous system symptoms; preliminary test results 
available on August 28 indicated the bear had rabies. The bear was part of the Swen- 
son’s Wild Midwest Exotic Petting Zoo in Clermont, lowa (northeastern lowa). At the 
petting zoo, visitors fed, wrestled, and may have been nipped by the bear. The bear 
also was taken to an August 14 barnwarming at the Tharp barn in Holy Cross, lowa 
(eastern lowa), where it reportedly nipped people. An estimated 400 people from 
10 states (Arizona, California, Florida, Illinois, lowa, Minnesota, New Mexico, New 
York, Ohio, and Wisconsin) and Australia had contact with the bear cub at either the 
petting zoo or the barnwarming during the 28 days before its death, during which the 
bear may have transmitted rabies virus. 

On the basis of telephone calls to petting zoo visitors who signed the guest register 
and provided contact information, approximately 150 of the 400 persons were ex- 
posed to the bear’s saliva and need to obtain vaccine and rabies immune globulin. 
Public health authorities are attempting to contact petting zoo visitors by telephone 
and the Internet. However, because not all petting zoo visitors signed the register or 
provided sufficient information to enable health authorities to locate them, state and 
local health departments are encouraged to ensure local media coverage to alert per- 
sons who had contact with the bear after July 30 to the need for exposure assessment. 
Persons who attended the barnwarming also need to be assessed for prophylaxis. 

Information is available from the emergency telephone number of the lowa Depart- 
ment of Public Health: (515) 323-4360. 

Reported by: Center for Acute Disease Epidemiology, lowa Dept of Public Health. 


Public Health Dispatch 


Outbreak of Poliomyelitis — Kunduz, Afghanistan, 1999 


Since May 10, 1999, 26 cases of acute flaccid paralysis (AFP), including five cases 
with isolation of wild poliovirus type 1 and one with type 3, have been reported from 
Kunduz province in northern Afghanistan. Fifteen (54%) case-patients resided in Kun- 
duz city, and the remaining patients resided in the districts surrounding Kunduz. Al- 
though the exact causes for the outbreak are not known, the discontinuation of polio 
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vaccination activities in mid-1997 in northern Afghanistan because of ongoing civil 
conflict may have facilitated the outbreak. 

AFP surveillance was established in northern Afghanistan in early May 1999 and 
was instrumental in detecting and reporting AFP cases and collecting stool specimens 
for virus isolation in the World Health Organization network laboratory in Pakistan. To 
determine the extent of the outbreak, health facilities and nongovernmental organiza- 
tions providing health care in northern Afghanistan have been asked to immediately 
report all suspected AFP cases to the Ministry of Public Health. To control the out- 
break, a large-scale house-to-house vaccination campaign with oral poliovirus vaccine 
(OPV), targeting the >130,000 children aged <5 years in the province, was conducted 
during August 7-12, 1999. A second round is scheduled for September 7-12, 1999. 

During 1997-1999, Afghanistan conducted three National Immunization Days 
(NIDs)*, providing an additional six doses of OPV to most children aged <5 years; 
however, none of these NIDs covered every district. Because of the conflict, the 1998 
NIDs were not conducted in Kunduz and other areas of northern Afghanistan. In 1999, 
NIDs were conducted in May (round 1) and June (round 2) in all areas of the country 
and are scheduled again for October (round 3) and November (round 4). These sched- 
uled NIDS will attempt to ensure complete coverage of the country. 

Control of the outbreak is complicated by the several thousand internally displaced 
persons who are now moving into the Kunduz area, following renewed fighting north 
of Kabul. Efforts are under way to provide OPV vaccine to the children of these dis- 
placed families. Two rounds of mopping-up vaccination with OPV in the border dis- 
tricts of Tajikistan and Uzbekistan will be conducted in October and November to 
minimize any risk for poliovirus importation to these neighboring countries. 

Reported by: Ministry of Public Health, Kabul, Afghanistan; Afghanistan Country Office, World 
Health Organization, Islamabad, Pakistan. Eastern Mediterranean Regional Office, World Health 
Organization, Alexandria, Egypt. Vaccines and Other Biologicals Department, World Health 
Organization, Geneva, Switzerland. Respiratory and Enteric Viruses Br, Div of Viral and Rick- 


ettsial Diseases, National Center for Infectious Diseases; Vaccine Preventable Disease 
Eradication Div, National Immunization Program, CDC. 


*Mass campaigns over a short period (days to weeks) in which two doses of oral poliovirus 
vaccine are administered to all children in the target group (usually aged 0-4 years) regardless 
of previous vaccination history, with an interval of 4-6 weeks between doses. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending August 28, 1999, with historical data — United States 


ASE RRENT 
DISEASE DECREASE INCREASE . ST WEEKS. 


Hepatitis A 735 
Hepatitis B 475 
Hepatitis, C/Non-A, Non-B 92 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 


Pertussis 


Rubella 


0.5 
Ratio (Log Scale)” 
Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending August 28, 1999 (34th Week) 





Cum. 1999 Cum. 1999 








Anthrax 

Brucellosis* 

Cholera 

Congenital rubella syndrome 
Cyclosporiasis* 

Diphtheria 

Encephalitis: California* 


HIV infection, pediatric*’ 86 
Plague 3 
Poliomyelitis, paralytic 
Psittacosis* 15 
Rabies, human 
Rocky Mountain spotted fever (RMSF) 348 
Streptococcal disease, invasive Group A 1,464 
eastern equine* Streptococcal toxic-shock syndrome* 28 
St. Louis* Syphilis, congenital* 118 
western equine* Tetanus 19 
Ehrlichiosis human granulocytic (HGE)* 5 Toxic-shock syndrome 78 
human monocytic (HME)* 2 Trichinosis 6 
Hansen Disease* 57 
Hantavirus pulmonary syndrome* 
Hemolytic uremic syndrome, post-diarrheal* 


Typhoid fever 
Yellow fever 














no reported cases 
*Not notifiable in all states 


' Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for infectious Diseases (NCID) 
Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for 
HIV, STD, and TB Prevention (NCHSTP), last update July 25, 1999 

‘ Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending August 28, 1999, and August 29, 1998 (34th Week) 


Escherichia 

coli 0157:H7* 
AIDS Chlamydia Cryptosporidiosis NETSS PHLIS 

Cum } Cum Cum Cum Cum Cum Cum | Cum Cum Cum 




















Reporting Area 1999" 1998 1999 1998 1999 1998 1999 1998 1999 1998 
JNITED STATES 26,427 30,497 371,677 378,852 1,015 2,467 1,623 7 1,107 1,428 
NEW ENGLAND 1,298 ¢ 12,455 13,264 63 108 182 2 193 195 
Maine 43 193 644 17 18 
N.H 31 5 615 631 8 12 23 23 
t 6 310 271 1 20 { 12 

842 . 6,053 5,453 ) 102 98 

70 ) 1,504 1,520 § 19 6 
Conr 306 3,780 4,745 
MID. ATLANTIC ] é = 44,532 39,467 
Upstate N.Y 846 N N 
N.Y. City 592 é 21,963 17,321 
N 5 6,456 7,638 
Pa 16,113 14,508 
E.N. CENTRAL 9 55,241 63,970 
c 16,106 17,341 
6,667 6,839 
18,617 17,307 
13,851 13,590 
U 8,893 

V.N. CENTRAL 1 21,373 22,306 
Minr 2 4,434 4,529 
lowa C 1,615 2,601 
M 8,595 8,085 
N. Dak 325 646 
S. Dak 1,035 1,027 
Nebr 2,060 1,821 
Kans 3 3,309 3,597 
S. ATLANTIC 74S 80,700 72,803 
c 1 1,779 1,655 

6,918 5,126 
N 











N 

9,666 8,313 

1,148 1,558 

14,812 14,528 

6,968 12,049 

19,477 14,876 

19,932 14,698 

CENTRAL 1 27,658 26,360 
4,631 4,137 

9,133 8,612 

8,221 6,609 

5,673 7,002 

W.S. CENTRAL 52,519 57,403 
Ark 1 3,915 2,473 
La 7,726 9,299 
Okla 5,418 6,477 
Tex 35,460 39,154 
MOUNTAIN 20,193 21,205 
Mont 975 793 
Idaho 1,101 1,277 
Wyo 445 428 
Colo 5,236 
5 1,748 2,337 

8,338 7,460 

1,471 

1,894 2,203 

PACIFIC 57,006 62,074 
Wash 7,718 7,258 
Oreg 3,779 3,478 
Calif ’ 3 42,559 48,520 
Alaska 1,217 1,240 
Hawaii 1,733 1,578 
Guam 226 
PR U o 
Vi ‘ 1 N N 
Amer. Samoa U U 
C.N.M.1 N N 


2 
> 
12 
4 
4 
6 


—- ND 


Dp 


I@-n4h ww 


w 


U 

U 

U 

N: Not notifiable U: Unavailable no reported cases C.N.M.1.: Commonwealth of Northern Mariana islands 
“Individual cases may be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) and the 
,Public Health Laboratory Information Sau (PHLIS) 

Updated monthly from reports to the Division of HIV, AIDS Prevention-Surveillance and Epidemiology, National Center for HIV STD, 
and TB Prevention, last update July 25, 1999. 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending August 28, 1999, and August 29, 1998 (34th Week) 





Gonorrhea 


Hepatitis 
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Lyme 
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Reporting Area 
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1998 








Cum Cum 
1999 1998 





TATE 


Cum Cum 
1999 1998 


Cum Cum 
1999 1998 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending August 28, 1999, and August 29, 1998 (34th Week) 





Reporting Area 


Malaria 


Rabies, Animal 


Salmonellosis* 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending August 28, 1999, and August 29, 1998 (34th Week) 





Shigellosis* 





NETSS 


PHLIS 


Syphilis 
(Primary & Secondary 


Tuberculosis 





Reporting Area 





Cum 


Cum Cum 








Cum Cum 








TATE 
STATE 


1999 


1998 19399 


1999 1998 


Cum Cum 
1999 1998" 


3,059 10,559 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending August 28, 1999, 
and August 29, 1998 (34th Week) 


H. influenzae. Hepatitis (Viral), by type Measles (Rubeola) 

invasive A B indigenous imported* Total 
Cum | Cum Cum | Cum Cum } Cum Cum Cum } Cum 
Reporting Area 1999" 1998 1999 1998 1999 1998 











Cum 




















1998 wal 1999 al 1999 1999 





93 61 9,701 14,738 


9 





ther countries 


nd of those, 19 were type t 





Vol. 48 / No. 34 


TABLE lil. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending August 28, 1999, 
and August 29, 1998 (34th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 


Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 1999 1998 1999 1999 1998 1999 1999 1998 1999 1999 1998 


218 476 3 3,38 3,730 2 188 329 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
August 28, 1999 (34th Week) 





Reporting Area 


All Causes, By Age (Years) 








All 
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